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This study was conducted to determine the extent to which the transdisciplinary teaming 
approach is being utilized in early intervention programs serving infants and toddlers 
birth through three years in the state of Kentucky. Information was gathered through a 
survey mailed to intervention agencies in Kentucky. Of the 65 agencies to whom surveys 
were sent, 30 were considered usable and analyzed. The largest percentage of surveys 
were completed by respondents working in a coordinator's position with an educational 
level of at least a bachelor's degree. Results of the study indicated that programs are not 
fully utilizing the transdisciplinary teaming model in their service delivery. The majority 
of respondents perceived their programs to be operating under an interdisciplinary 
teaming approach; however, analysis of early intervention activities indicated that many 
respondents had misidentified their programs' teaming model. While it appeared that 
programs identified as using transdisciplinary teaming methods were operating in a 
transdisciplinary manner, a Chi-square analysis did not indicate any systematic 
relationships regarding how the participants responded (p > .05). Survey responses 
indicated that many participants were dissatisfied with their programs' current teaming 
practices and desired changes, especially in the areas of assessment techniques and 
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communication between the involved disciplines. The majority of respondents perceived 
the desired changes could be best achieved by moving to a more integrated teaming 
approach (e.g., from the interdisciplinary model to the transdisciplinary model). Further 
education and additional training were also indicated to be important in achieving the 
changes. 
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Introduction 
The following outlines the rationale, methodology, and results of a survey that 
investigated the extent to which the transdisciplinary teaming approach is being used in 
early intervention programs in the state of Kentucky. First, an overview of early 
intervention will be presented. Within this overview, legislation leading up to the 
requirement of a team approach for the delivery of early intervention services and the 
current state of early intervention at the national level and in Kentucky will be covered. 
Following will be a discussion of teams and how they function in the area of early 
intervention. Recommended practice standards for the field of early intervention and a 
discussion of how the transdisciplinary model meets the recommended practice criteria in 
early intervention will then be presented. The second section will cover the development 
and procedures of a survey used to gather information about Kentucky's early 
intervention programs. A third section presents the results of the survey. The fourth and 
final section contains a discussion of the results and implications regarding the use of 
team approach in early intervention services. 
Overview of Early Intervention 
Federal Legislation 
In 1975, P. L. 94-142, the Education for All Handicapped Children Act, was 
passed thereby mandating that school-age special educational assessments and program 
plans be developed by professionals from multiple disciplines. This legislation also 
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emphasized that the parents of children are to be included in all stages of assessment and 
program planning (Education for All Handicapped Children Act, 1975). While P. L. 
94-142 set a new standard for school-age special education programming, there still 
remained the need to delineate specifics for intervention services for younger children. 
Therefore, P. L. 94-142 established the Preschool Incentive Grant Program to encourage 
states to provide services to children three to five years in age with disabilities (Education 
for All Handicapped Children Act, 1975). Participation in the preschool program was 
voluntary; however, if a state decided to participate and received funds, it was required to 
provide all the same rights and services that P. L. 94-142 provided to preschool children 
(Smith & McKenna, 1994). 
Later, in 1986, P.L. 94-142 was amended to require states to extend mandated 
services to all eligible children from three to five years old by 1991, forming Public Law 
99-457 (House Report No. 99-860, 1986). P. L. 99-457 also established the Infants and 
Toddlers with Disabilities Program which focused on providing intervention services to 
children birth through age two and their families (Smith & McKenna, 1994). Under 
provisions of P.L. 99-457, states were provided financial assistance through a grant to 
develop and implement statewide, comprehensive, coordinated, multidisciplinary, 
interagency programs to serve this population. The Infants and Toddlers with Disabilities 
Program was to also facilitate the coordination of early intervention resources from 
federal, state, local, and private sources, as well as, to enhance the state's capacities to 
provide high-quality intervention services to this group of children (Council for 
Exceptional Children, 1989). Similar to the participation requirements of the Preschool 
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Incentive Grant Program established by P. L. 94-142, if a state chose to participate in the 
Infants and Toddlers with Disabilities Program, it had to then follow the requirements of 
the law (Smith & McKenna, 1994). 
In 1990, the Education for All Handicapped Children Act, formerly known as the 
Education of the Handicapped Act (EHA), was amended by P. L. 101-476 and renamed 
the Individuals with Disabilities Education Act (IDEA) (Individuals with Disabilities 
Education Act, 1990). Then in 1991, P. L. 102-119 reauthorized and amended IDEA to 
create Part H (Amendments to the Individuals with Disabilities Act, 1991). Part H 
reduced some of the differences between the infant and toddler programs (birth through 
2) and the preschool programs (ages 3 through 5). Major revisions in the preschool 
program included the addition of the "developmentally delayed" eligibility category, a 
provision allowing the use of the individualized family service plan (IFSP) instead of the 
individualized education plan (IEP), and clarifications addressing the needs of the child's 
family (Smith & McKenna, 1994). 
Provisions of the 1991 amendments to the Infants and Toddlers with Disabilities 
Program (Part H of IDEA) required that early intervention services include a 
multidisciplinary assessment and a written IFSP developed by a multidisciplinary team 
and the parents of the child. These amendments also required that service coordination be 
provided to children and families receiving services and that intervention services be 
provided at no cost to the parents, except in cases where federal and state laws provide for 
a system of payments by parents (Smith & McKenna, 1994). 
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The infant and toddler program (Part H of IDEA) was developed to provide 
services to children birth to age three who meet the following criteria: (a) are 
experiencing developmental delays in one or more areas (cognitive, physical, 
communication, social or emotional, or adaptive skills); (b) have a physical or mental 
condition that has a high probability of resulting in delay such as Down syndrome or 
cerebral palsy; or (3) are, according to state regulations, at-risk medically or 
environmentally for substantial developmental delays if early intervention is not provided 
(Council for Exceptional Children, 1989). Also, under the provisions of this program, the 
infant or toddler's family may receive services that would assist them in the development 
of their child (Smith & McKenna, 1994). 
Interestingly though, federal legislation was not solely responsible for the 
implementation of a team approach in early intervention. While the 1975 enactment of 
P. L. 94-142 made the team approach the standard for school-age special education 
programs, requiring assessments and program plans to be developed by professionals 
from multiple disciplines and by the parents of the child, it was early intervention 
practitioners and parents that recommended the team approach as essential to providing 
comprehensive, coordinated services to children birth to age three with disabilities and 
their families (McGonigel & Garland, 1988). Support for the team approach was related 
to the emergent concept of the "whole" child and the philosophy that a child is an 
integrated and interactive whole with multifaceted problems far too complex to be dealt 
with by any one discipline (Golin & Ducanis, 1981; Holm & McCartin, 1978). As a 
result of the recommendations of professionals in the early intervention field and parents, 
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along with federal legislation, a preference for utilization of a team approach for at least 
three early intervention services was required in the areas of evaluation/assessment, IFSP 
development, and service coordination (McGonigel, Woodruff, & Roszmann-Millican, 
1994). The underlying assumption of the team approach is that a team of professionals 
brings together diverse skills and expertise which in effect will provide a more effective, 
better coordinated, and higher quality service to children with disabilities and their 
families (Golin & Ducanis, 1981). 
Current State of Early Intervention 
In 1986, only 25 states had legal mandates that provided intervention services to 
children birth through age 5. However, by 1992, all 50 states had some form of 
established policy ensuring that all eligible children had access to early intervention 
services from birth. In 1986, statewide systems of services for the birth to three 
population were virtually nonexistent. By 1992, however, all states had reported to the 
federal government that they were working on plans for an early intervention system as 
described by Part H with expectations of implementation by 1994. Additionally, in 1986, 
fewer than 30,000 infants were reportedly being served as compared to approximately 
250,000 in 1991. While the latter figures most likely reflect better data collection, it is 
clearly evident that infants and families are being increasingly served (U. S. Department 
of Education, 1991). 
Services in Kentucky 
Based on data from the 1990 census and live birth records, the Kentucky 
Population Research Center estimates there were 153,089 children under the age of three 
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living in the state in 1990. Using an incidence rate of 2.5% (Abel, Burke, & Curry-
White, 1991), approximately 3,827 children under the age of three were identified with 
developmental delays in 1990. Using the same incidence rate and estimates of the 
projected population, 3,755 children will be eligible for intervention services in 1995, and 
3,698 children will be eligible in the year 2000. While the numbers appear to slightly 
decrease, the lower numbers reflect Kentucky's declining birth rate (Schneider & Gale, 
1993). 
Information from the Cabinet for Human Resources (1992) estimated that within 
the state of Kentucky approximately 4000 children between the ages of birth and two 
years old are eligible for early intervention services. That number represents 2.5% of all 
children between birth and two years of age. However, of these 4000 children in need of 
service, only approximately 1000 have been identified and are receiving services. More 
specific information was obtained from a 1991 University of Louisville study on the 
population of infants and toddlers. This study indicated that there were an estimated 
3,894 infants and toddlers eligible for early intervention services; however, as of 
December 1994, staff at the Kentucky Department of Education report that only 1,334 
infants and toddlers are being served (Abel et al., 1991; J. Henson, personal 
communication, June 23, 1995). 
Enrollment data from the 1993-94 school year by the Kentucky Department of 
Education showed that 4,471 four year old children were at-risk and had a disability that 
made them eligible for services. Of that number 3,937 were served. Another 5,249 three 
and four year old children are reported to be eligible for services because of disabilities 
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alone. Approximately 4,636 of those children received services. The largest group of 
children considered eligible were at-risk four year olds without disabilities, estimated at 
20,369 children. Approximately 14,570 (72%) of this group of children received 
services. Totaling these numbers, there were 30,089 three and four year old children in 
Kentucky eligible for intervention services. Of these 30,089 children, 22,743 (7.6% of all 
three and four year olds living in the state) received services (Kentucky Department of 
Education, 1994). 
While Kentucky's service rate is one of the highest in the country, higher than 
many states with larger populations (Kentucky Department of Education, 1994), it 
appears that services are primarily focused on three and four year old children. The 
above data suggests a significant discrepancy between the intervention services provided 
for three and four year old children with disabilities and children birth to age two with 
disabilities, with a larger percentage of the latter not receiving the needed intervention 
services. 
In the following sections, a discussion of the concept of a team and team models 
in early intervention will be presented. Included in the information about team models 
will be a discussion of three different teaming models used in early intervention and how 
teams are involved in the processes of early intervention services. 
Organization of Teams 
Before actually discussing the characteristics of the teaming models used in early 
intervention programs, it may be helpful to briefly review the concept of a team. There 
are many definitions of the word "team." It has been defined very generally as "a group 
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organized to work together" (American Heritage Dictionary, 1985) or more specifically 
as "a number of persons associated together in work or activity as: a group of specialists 
or scientists functioning as a collaborative unit (the diagnostic team of psychiatrist, 
clinician, and social worker in a child guidance clinic)" (Webster's Third New 
International Dictionary, 1976). A similar meaning is found for the word "teamwork," 
being defined from a "cooperative effort by the members of a group or team to achieve a 
common goal" (American Heritage Dictionary, 1985) to "work done by a number of 
associates with usually each doing a clearly defined portion but all subordinating personal 
prominence to the efficiency of the whole" (Webster's Third International Dictionary, 
1976). The fundamental elements in the above definitions are collaboration, 
coordination, and working for a common goal. As Wendland and Crawford (1976, as 
cited in Golin & Ducanis, 1981) state, "Individuals trained in differing disciplines do not 
become a team by the mere process of calling themselves one, nor do they manage 
treatments by simply doing them. What they need is a system set up specifically to 
effectuate collaboration" (p. 5). Golin and Ducanis (1981) define a team as "a 
functioning unit composed of individuals with varied and specialized training who 
coordinate their activities to provide services to children" (p. 2). 
In examining the concept of a team, three main characteristics have been 
identified: composition, function, and task (Golin and Ducanis, 1981). Teams can be put 
into categories according to these dimensions. The composition of any team is dependent 
upon the nature and extent of the task (Fewell, 1978). In early intervention, for example, 
the composition of the team depends upon the needs of the child and family (Holm & 
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McCartin, 1978). Can the task be completed by two professionals with general 
knowledge in the area or does it require several professionals with various levels of 
expertise to complete the task? Teams are also categorized by how they function or their 
method of operation. Was the team formed for one specific task or is it part of a general 
service? The team's function is defined by the competencies members bring to the team. 
The task of the team is the third way teams are characterized. The general organization 
of the team is defined by the task. Teams tend to organize themselves around a specific 
task, and completing this task is the central focus of the entire team (Fewell, 1983). 
Early Intervention Team Models 
Early intervention teams include professionals from a wide variety of disciplines 
(e.g., special education, social work, psychology, medicine, child development, physical, 
occupational, and speech and language therapy). Family members are also included as 
members of the team. The tasks of assessment and development and implementation of 
program plans for the child are a common responsibility shared by all members of the 
team (Woodruff & McGonigel, 1988). 
While legislation requires a team approach for early intervention services, "it does 
not provide guidance concerning the roles and relationships among team members" 
(McGonigel, 1991, p. 12). As a result, different teaming models have emerged. The 
distinguishing characteristic that differentiates team models is the structure for interaction 
or communication among the team members. Early intervention literature has identified 
and differentiated three main models that structure interaction among team members: 
multidisciplinary, interdisciplinary, and transdisciplinary (Woodruff & McGonigel, 1988; 
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Peterson, 1987; Fewell, 1983; Linder, 1983). In the following three sections, a 
discussion of each of these teaming approaches will be presented. Information will cover 
how professionals from various disciplines function and interact, as well as the role of the 
parents during early intervention activities. 
Multidisciplinary Teams. Professionals involved in multidisciplinary teams work 
together yet separately. In the area of early intervention, team members evaluate the child 
individually, assessing only in their own area of specialization. After the assessment, 
each member individually develops and implements intervention activities for their part 
of the child's service plan (Woodruff & McGonigel, 1988). There is no coordination or 
sharing of information between team members (Bennett, 1982; Fewell, 1983 as cited in 
McCollum & Hughes, 1988). Recommendations for interventions and service plans are 
either communicated through written reports or by talking directly to the child's family 
(Fewell, 1983). Multidisciplinary team members quite literally function as independent 
specialists (Woodruff & McGonigel, 1988). The involvement of parents and family in 
the multidisciplinary team is typically limited to that of a passive role. Parents usually 
meet individually with each professional to provide background and information 
regarding the child and then again as a recipient of the assessment and program planning 
information (Woodruff & Hanson, 1987; Rosin, Whitehead, Tuchman, Jesien, & Bogun, 
1993). 
The multidisciplinary team structure has both strengths and weaknesses. The 
major strength of the multidisciplinary team is the involvement of members from several 
disciplines. This involvement provides a better knowledge base by which decisions can 
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be made; furthermore, because input is received from a number of disciplines rather than 
a single professional, there is a smaller probability that one person's mistakes or personal 
biases will determine the course of events for a child (McCollum & Hughes, 1988). 
However, a strong criticism of the multidisciplinary team is its lack of communication 
between team members. Team members who function independently of each other do not 
take advantage of the full range of skills each professional brings to the team (Holm & 
McCartin, 1978). Also, working independently or in isolation of one another can many 
times result in professionals providing conflicting reports to parents. In addition, it leaves 
open the possibility of duplication of services. The family, who may serve as its own 
case manager, can also be burdened with coordinating between team members (Woodruff 
& McGonigel, 1988). 
Interdisciplinary Teams. Interdisciplinary teams differ from multidisciplinary 
team in the amount of interaction between team members. Interdisciplinary teams have 
formal channels of communication between members which allow for the sharing of 
information, as well as results (Fewell, 1983; Peterson, 1987). This sharing of 
information assists members in reaching a common goal. The intent of working together 
is that the goals and activities of the various disciplines will support and complement the 
goals and activities of the other disciplines (McCollum & Hughes, 1988). 
As in the multidisciplinary team model, professionals on interdisciplinary teams 
evaluate the child separately. The team members then meet as a group to discuss the 
results of their individual assessments and to plan together the child's service program. 
Each professional is responsible for the part of the program related to his/her specialty; 
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however, a single team member carries out the service program. Even so, another team 
member may at times provide therapy or consultation (Woodruff & McGonigel, 1988). 
Compared to the multidisciplinary team model, parents and family members have greater 
involvement and a more active role. They have the opportunity to meet with the entire 
team, or a representative, as well as to participate in the team decision making process 
(Rosin etal., 1993). 
Whereas many of the communication problems that exist with multidisciplinary 
teams are solved, other problems are inherent to this model. One of the most common is 
role boundaries or "professional turf' issues between disciplines (Fewell, 1983). At times 
members of interdisciplinary teams perceive other members as overstepping their 
specialty into another member's profession. Another common problem occurs regarding 
terminology. Even when different disciplines share similar terminology, often the 
terminology may not carry the same meaning (Woodruff & McGonigel, 1988). There is 
also the potential for problems due to a single case manager. While having one 
individual responsible for coordinating information and facilitating team meetings is good 
administrative practice, it could be counterproductive if that person assumed an 
authoritarian role in decision making (Sears, 1981). 
Transdisciplinary Teams. Like multidisciplinary and interdisciplinary teams, 
transdisciplinary teams also are composed of members from various disciplines. 
Transdisciplinary teams work to maximize communication, interaction, and cooperation 
among team members (Woodruff & McGonigel, 1988). This team is referred to as 
"transdisciplinary" because of the unique feature of sharing roles, or what has been 
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termed "role release" (McCollum & Hughes, 1988). Rather than roles being apportioned 
among the involved professionals, one member of the team is designated as the primary 
service provider. The service plan or intervention program is then carried out by that 
person and the child's family (Woodruff & McGonigel, 1988). Other members of the 
team are "available on a continuing basis for consultation and direct assistance" 
(McCormick & Goldman, 1979, p. 154). 
The fundamental belief of this model is that "children's development must be 
viewed as integrated and interactive and children must be served within the context of the 
family" (Woodruff & McGonigel, 1988, p. 168). Not only the child but also the child's 
family is taken into account. Parent and family involvement is crucial within this model, 
as they are considered full, active team members in all phases of the intervention process. 
They are encouraged to participate during assessment and decision making activities and 
in the setting of goals for the child and for themselves as well (Rosin et al., 1993). 
Decisions are made by team consensus in the areas of assessment, program planning, 
implementation, and program evaluation with family preferences taken into consideration 
in the deliberation process (Woodruff & McGonigel, 1988). 
McCollum and Hughes (1988) cite several strengths of the transdisciplinary team 
such as increased agreement among members as to the acceptability of decisions; greater 
willingness to implement decisions; and enhancement of opportunities for team members 
to learn from one another. Transdisciplinary teams also provide many benefits for the 
child such as "increased services regardless of budgetary restrictions; decreased 
fragmentation of services; maximized intervention time; continuity and consistency of 
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services; and holistic treatment" (Sears, 1981). While the high degree of interaction and 
coordination of team members may be a strength, it also has the potential to be an area of 
weakness. Sears (1981) believed such things as role ambiguity, in which team members 
may be uncertain of their roles; role conflict, where job expectations may conflict with 
each other; and role release, the losing of one's "professional identity" due to role sharing, 
had potential to interfere with the primary goals of the team. There is also the danger that 
the transdisciplinary idea may be misunderstood or abused. Professionals with general 
skills in a variety of areas may try to practice independently completely undermining the 
idea of the transdisciplinary team and the interaction among disciplines (Holm & 
McCartin, 1978). 
Within any team, no matter the structure or process of communication, mutual 
trust and respect for each others professional competency are essential. Members must 
rely on each other to build upon and complement the skills and expertise of the team 
(Holm & McCartin, 1987). 
Processes in Early Intervention Programs 
Regardless of the make-up of the team or the communication process, all early 
intervention programs have to address several basic components. These components 
usually include the following: identification, assessment, program planning, 
implementation, and reassessment (Baird, 1994; Hutinger, 1994; Woodruff & 
McGonigel, 1988; Holm & McCartin, 1978). A description of the components follows. 
Knowledge of this information may assist later, during the description of the study and 
what it entails. 
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Identification. The identification process includes a screening and diagnosis of 
the child. This process may begin with a referral from a variety of sources such as health 
clinics, private physicians, community screenings, and various state agencies. Children 
who have been identified through medical workups as having a disabling condition may 
bypass the screening process. The screening process is usually a broad initial individual 
testing to determine if the child may be at-risk or have a disability (Hutinger, 1994). The 
process varies among early intervention programs depending upon the size of the 
community and its resources, financial constrictions on the team, and the complexity of 
the services offered through the program (Holm & McCartin, 1978; Baird, 1994). 
Information obtained through the screening is only used to determine if the child 
potentially has a developmental delay and should not be used to provide diagnostic or 
other assessment information about the child (Hutinger, 1994). Holm and McCartin 
(1978) describe one method of screening. Using this method, there are three steps to the 
screening process. The initial step usually takes place over the phone. General 
information is discussed to filter out children who do not meet the eligibility criteria for 
early intervention services. The second step is completing a written form that requires 
more detailed information about the child and family. The last step of the screening 
process, if the candidate has not already been screened out as not eligible, is a face-to-
face interview. This personal contact is usually the most important and most meaningful 
(Holm & McCartin, 1978). It is at this point when rapport is established with the family, 
the team process is explained, and the interviewer(s) is/are able to make first hand 
observations about the child and family (Woodruff & McGonigel, 1988). This method of 
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screening seems more appropriate for children not identified through a child find program 
but rather through an individual or parent referral. 
Another method of screening used in some areas is to use screening instruments 
(procedures or tests). This method is more often used by agencies such as public health 
departments or medical professionals who typically serve many children (Baird, 1994). 
It is important to remember that the main purpose of screening is to separate 
possible candidates who may be eligible for early intervention services from those who 
clearly are not. Screening cannot determine if a child will get services; it only determines 
if further testing is needed (Baird, 1994). 
The eligibility evaluation is another element of the identification process. It is at 
this point when the team makes the decision as to whether the child meets the state 
requirements and is eligible for intervention services (Baird, 1994). Criteria for 
determining eligibility for entering a birth to 3 year old program appears to vary from 
state to state and sometimes among programs within the same state (Hutinger, 1994). 
Harbin and Terry (1990) found that eligibility criteria generally appeared to be test-
driven. Standardized assessment instruments are often used (Baird, 1994). 
During this stage, the use of a service coordinator is important. The service 
coordinator can effectively coordinate the other professionals' evaluations of the child, 
whether it be individual assessments or an arena assessment. This meeting may be the 
first between the child and family and other professionals on the team. It is at this time 
when they can establish themselves with the family, who they are, what they will be 
doing, and how the task will be accomplished. It may also be an opportune time for the 
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professional to gather information from the parent not included in the screening stage 
(Woodruff & McGonigel, 1988; Holm & McCartin, 1978). 
Assessment. The next step, if the child has been found eligible for services, is for 
the team to assess both the child's and family's needs to develop a specific program plan. 
There are two objectives for this phase: (a) to identify the child's developmental strengths 
and intervention needs, as well as, family members' concerns, priorities, and resources for 
helping the child; and (b) to develop recommendations for an individualized program 
designed to help the child and family (Baird, 1994). 
The assessment may or may not involve assessing the child with standardized 
tests. Information is collected through family interviews, having family members 
complete questionnaires or checklists, and systematic observations. Also, professionals 
on the team may try different intervention techniques to assess the child's response and 
the practicality of the technique. The specific areas assessed depend on the prior 
information (screening and eligibility evaluation) and the parents' concerns. This 
assessment is also completed by a team. The team may consist of the same professionals 
used in the eligibility evaluation or additional specialists may be included (Baird, 1994). 
During this stage members of the team share information, give their own views 
and offer recommendations. The way the information is put together varies between the 
different kinds of teams. Some teams include the family during the feedback discussion 
when professionals are discussing the results with each other (Holm & McCartin, 1978). 
The service coordinator is also very important at this stage. This individual plans 
the meetings, organizes the discussion, sets priorities, facilitates participation from all 
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members, makes sure everyone has an opportunity to view their opinion, and makes sure 
everyone's opinion is heard. The service coordinator summarizes the discussion and 
reviews the recommendations (Holm & McCartin, 1978). 
Following the assessment, an Individualized Family Service Plan (IFSP) is written 
and actual interventions can be implemented. Because a child's and family's needs tend 
to change, the assessment is never complete. The team reassesses both the child and 
family periodically and makes modifications and changes as needed (Baird, 1994). 
Program Planning. The program planning process is based upon a culmination of 
information gathered from the various assessment sources and used to create "a 
comprehensive picture of the child" (Hutinger, 1994, p. 75). This stage provides answers 
to such questions as what does the child do or like to do, what causes the child to tantrum, 
what physical limitations are involved and what is their impact, and what are the 
concerns of the family members. The collected information is then paired with goals, 
objectives, and other activities that are perceived to be important by the family. During 
this stage, the unique characteristics of the family unit are considered and given special 
attention. This entire process culminates into the child and family's Individualized 
Family Service Plan (IFSP) (Hutinger, 1994). The IFSP must contain the following: 
1. A statement of the child's present levels of development (e.g., cognitive, 
communication, social-emotional, motor, and adaptive); 
2. A statement of the family's resources, priorities, and concerns relating to 
enhancing the child's development; 
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3. A statement of major outcomes expected to be achieved for the child and his or 
her family; 
4. Criteria, procedures, and time lines for determining progress; 
5. Specific early intervention services necessary to meet the unique needs of the 
child and his or her family, including the method, frequency, and intensity of 
services; 
6. A statement of the natural environments in which intervention services will 
appropriately be provided; 
7. Projected dates for the initiation of services and expected duration; 
8. Name of the service coordinator (if appropriate); and 
9. Procedures for transition from early intervention into the preschool program. 
Additionally, the child's IFSP must be reevaluated at least once a year and reviewed at 
least every 6 months (Smith & McKenna, 1994). Once the IFSP is written, intervention 
can begin (Baird, 1994). 
Implementation and Reassessment. Once the interventions have been 
implemented, the team should remain involved to provide further assistance if and/or 
when needed. The team may also perform periodic observations, review results to note 
the child's progress, and make modifications (Baird, 1994). Reassessment is a final phase 
of the intervention process. It is a form of program evaluation. During this stage the 
child's overall program and interventions are carefully evaluated to determine if they are 
actually helping the child and family. To determine progress and the overall 
effectiveness of the program, the team may again assess the child through standardized 
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testing. The team assesses the same areas, using the same testing instruments as in the 
assessment phase, to determine how much progress has been made and what areas may 
need modification or additional interventions (Baird, 1994). 
These are the basic components of the early intervention process. In general, 
there are four levels in the intervention process in which a child is assessed in some way: 
identification, assessment, program planning, and reassessment. The specifics of each 
phase may vary depending upon the individual early intervention program and type of 
team utilized. Practices may also vary within similar teams depending upon the 
composition of the team and the needs of the child and family. 
Recommended Practices in Early Intervention 
In reviewing the literature concerning early intervention programs and practices, 
professional organizations as well as researchers have identified several characteristics 
regarding service delivery of quality programs. These characteristics were termed 
"recommended" or "best practices." The following discussion will identify those 
practices that apply to assessment and teaming models. 
The Division for Early Childhood (DEC) has identified indicators or 
recommended practice guidelines for quality early intervention programs. These 
guidelines include the following: (a) practices should be research based, meaning that 
practices should be supported by research that demonstrates positive effects for 
recipients; (b) practices should be family-centered, focusing on the welfare of the child 
and the welfare of the child's family; (c) practices should also have a multicultural 
emphasis, that is, practices must be able to adapted for use with children or families who 
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are of different ethnic groups; (d) practices should involve cross disciplinary 
participation, involving members of various disciplines working as a team rather than as 
individual professionals; (e) practices should be developmentally and chronologically age 
appropriate; and (f) practices should be normalized, using the least and most normal 
strategies to achieve the objectives of early intervention (DEC, 1993). 
The National Association for the Education of Young Children (NAEYC) 
supports very similar recommendations. NAEYC holds that "a high quality early 
childhood program provides a safe and nurturing environment that promotes the physical, 
social, emotional, and cognitive development of young children while responding to the 
needs of the families" (Bredekamp, 1987, p. 1). 
While there are many factors that can influence the quality of a program, a key 
element to a quality program is the extent to which knowledge about child development is 
applied. NAEYC, in agreement with DEC's recommended practices, states that early 
childhood programs should be knowledgeable of and use developmentally appropriate 
practices. NAEYC advocates that young children should have a developmentally 
appropriate curriculum and that this curriculum should address the child's various needs 
and interests, yet with attention to the child's developmental level. NAEYC recommends 
that parents, teachers, and specialists view their relationship as more of a partnership, 
each working to provide the most for that child. For this partnership to be successful 
regular communication is essential. NAEYC also recommends an individual assessment 
of the child's development and learning. Results of this assessment can then be used to 
develop specific goals and objectives and plan developmentally appropriate activities for 
the child and family in an IFSP (Bredekamp, 1987). Both NAEYC and DEC recommend 
that family members have access to the results of the assessment of their child and that 
these results be presented in language and terminology that is understandable by the 
family (McLean & Odom, 1993). 
Hanson and Lynch (1989) also discuss several characteristics of quality programs 
in line with DEC and NAEYC's recommendations. They believe that early intervention 
team members and staff members, at a minimum, should have knowledge and 
background in the following areas: typical and atypical child development; assessment 
and programming strategies in language/communication, motor, and cognitive skills; and 
in working with different families. Knowledge in these areas fosters appropriate adult-
child interactions as well as assures developmentally appropriate interventions 
(Bredekamp, 1987). 
Hanson and Lynch (1989) believe to provide appropriate services, needs must be 
individually assessed and a plan developed to meet the child's needs. DeStefano, Howe, 
Horn, and Smith (1991) advise that recommendations from the specialists based on their 
assessment should be incorporated into the child's daily routine as much as possible. 
Assessment and curricula should focus upon not only the current needs but also upon the 
future needs of the child and family (DeStefano et al., 1991). 
In line with DEC, Hanson and Lynch (1989) also believe programs should take a 
family focused approach to intervention. They believe that the child and family should 
be viewed as a single unit or system. Supporting the parents and empowering them with 
information and knowledge of the child's disability allows the family the opportunity to 
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contribute and provides them with a sense of responsibility and control. DeStefano et al. 
(1991) describe the family as "the most constant and influential force in a child's life" 
(p. 58). They believe the family can be an important advocate for chance. DeStefano 
et al. assert that the primary responsibility lies with the family in making decisions 
concerning the child. Additionally, Hanson and Lynch (1989) believe the need for 
professionals from multiple disciplines is very important, particularly during the infant 
years. DeStefano et al. (1991) recommend that services from the different disciplines be 
coordinated to provide the most effective service delivery. Because of multiple 
assessments, the probability of duplication of services and conflicting information is 
great. Collaboration between the professionals, specialists, and other agencies involved 
with the child is an essential component in service delivery of childhood intervention 
programs (Hanson & Lynch, 1989; Kentucky Department of Education, 1994). 
While the above information discusses recommended practices for overall 
programs, DEC (1993) has further identified recommend practices for the various models 
of service delivery. The recommended practices are very similar to the practices 
identified for a quality program. These recommended practices for service delivery 
include (a) least restrictive and most natural environment, allowing the maximum 
participation in the "mainstream;" (b) family centered, recognizing the child as a part of 
the family unit, responding to the family's priorities, concerns, and needs, and allowing 
the family to participate in the early intervention activities; (c) transdisciplinary delivery 
of services, involving team members sharing roles; (d) empirically and value driven, 
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similar to the recommended practice for a quality program, practices should be supported 
by research; and (e) developmentally and individually appropriate practice. 
Inherent in all these recommendations is the emphasis that children have 
individual needs, and the focus of early intervention is to provide services which assist 
with these needs. Knowledge of these recommended practices for early intervention 
programs will provide a better understanding of why the transdisciplinary model is 
viewed so highly. Also, this criteria was important in formulating questionnaire items to 
assess the practices of early intervention programs in Kentucky. 
Why the Transdisciplinary Model in Early Intervention is the Best Approach 
The transdisciplinary model of service delivery for early intervention is now 
considered "best practice" (Bagnato & Neisworth, 1991; Briggs, 1993; Hanson & Lynch, 
1989; Linder, 1991; McCormick & Goldman, 1979; McGonigel & Garland, 1988; 
McGonigel, Woodruff, & Roszmann-Millican, 1994; Woodruff & McGonigel, 1988). 
Elements of the approach which contributed to its evolving as the optimal model involve 
the benefits it provides to not only the child and family but also to the members of the 
transdisciplinary team. 
The transdisciplinary approach to delivery of early intervention services "was 
conceived in an attempt to reduce the compartmentalization and fragmentation of services 
that sometimes occur when many professionals are working simultaneously, yet 
separately, with a child" (Peterson, 1987, p. 487). In the transdisciplinary model, one 
member of the team is designated as the primary service provider and serves as the liaison 
with the family. By having a team member serve as the primary service provider, the 
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number of professionals the child must encounter is reduced as well as the number of 
people with whom parents have to relate (Hanson & Lynch, 1989). 
Regarding team members, the transdisciplinary approach provides a more 
balanced use and expansion of each professional's competencies (Hanson & Lynch, 1989; 
Sears, 1981). There is a more balanced distribution of less preferred responsibilities; 
additionally because they are not restricted by the sometimes rigid boundaries and formal 
role definitions that exist in many disciplines, professionals have the opportunity to 
become both "generalists" and "specialists" (McCormick & Goldman, 1979, p. 155). As 
a result, this increased communication and cooperation among the various disciplines 
provides a very effective service delivery system (Sears, 1981). 
In comparing the practices of the transdisciplinary model to what is considered 
"recommended practices" in early intervention, the transdisciplinary approach is believed 
to most fully meet the legislative standards. This position is based on the approach's high 
degree of family involvement, as well as the high degree of communication and 
collaboration between professionals. The transdisciplinary approach is based on the 
philosophy of family-centered care (Woodruff & McGonigel, 1988). Parents are 
involved from step one and remain involved throughout the entire intervention process. 
Family members are encouraged to take active roles on the team and are considered very 
valuable, contributing members. No other model has a higher level of communication 
and collaboration between professionals and the family than the transdisciplinary 
approach (Peterson, 1987). Every decision concerning the child is a team decision. 
Legislation requires and early intervention professionals strongly recommend the 
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involvement of multiple disciplines. The transdisciplinary approach allows for the 
flexibility of involvement of various professionals (McCollum & Hughes, 1988). Teams 
are composed of professionals or specialists representing the areas in which the child and 
family has needs. In summary, while several models exists to provide early intervention 
services to children at-risk or disabled, the transdisciplinary model appears to offer the 
best approach to service delivery. 
Purpose 
While Part H of IDEA "institutionalized" the team approach in early intervention 
services (Bagnato & Neisworth, 1991), "it does not provide guidance concerning the roles 
and relationships among team members" (McGonigel, 1991, p. 12). Now that states have 
begun implementation of this legislation, there appears a need for information as to how 
teams are functioning with this method of service provision (Klein & Campbell, 1990; 
McGonigel, 1991). Much confusion remains as to how early intervention programs 
employ teams and the team approach. Also, while it seems that the method of 
transdisciplinary teaming is currently being advocated over both the multidisciplinary and 
interdisciplinary models of teaming (Bagnato & Neisworth, 1991; Linder, 1991; 
McCormick & Goldman, 1979; McGonigel & Garland, 1988; McGonigel, Woodruff, & 
Roszmann-Millican, 1994; Woodruff & McGonigel, 1988), there appears to be little data 
to substantiate that it is the teaming model early intervention programs are utilizing. 
Karnes and Stayton (1988) surveyed 144 Handicapped Children's Early Education 
Program (HCEEP) projects which served infants and toddlers with disabilities and their 
families. Their results indicated that a majority of projects reported some efforts at 
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teaming. However, several of the projects (21%) provided no information about teaming 
practices and only 22% of the respondents identified themselves as using either a 
transdisciplinary, interdisciplinary, or multidisciplinary teaming model. Of that 22%, 
11% of the respondents indicated using a transdisciplinary model. In a follow-up study 
comparing projects funded from 1988 to 1994 with the results of their original survey of 
projects funded from 1981 to 1986, Stayton and Karnes (1994) found that 56% of the 34 
programs responding implemented what they perceived to be a transdisciplinary 
approach. While this research would seem to indicate that many early intervention 
programs across the United States are increasingly using the transdisciplinary teaming 
approach, there does not appear to be information specific to the state of Kentucky. 
Additionally, Stayton and Karnes results are based solely on the programs' s ta f fs 
perceptions (1994). Whether these programs were actually functioning in the teaming 
approach they identified was not investigated. 
The purpose of this study is to determine whether the transdisciplinary teaming 
approach is being used in early intervention programs in the state of Kentucky. Because 
some programs do not solely provide services to a child through every stage of the early 
intervention process, this study investigated only those agencies that actually provide 
intervention services, focusing only on the teaming model used during the program 
planning process. As indicated in the Team Processes in Early Intervention section, the 
program planning process is the team conducting assessment activities to determine the 
child and family's current needs and developing or updating a specific intervention plan 
targeting these needs. 
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Information was obtained through a mail survey (see Appendix A) sent to early 
intervention agencies providing service delivery to children age birth through 3 years of 
age within the state of Kentucky. The survey is designed to address the following areas: 
1. What teaming model do early intervention agencies identify themselves as using 
(multidisciplinary, interdisciplinary, or transdisciplinary) during their program 
planning process? 
2. To what extent do the methods and procedures used during the program planning 
process that the early intervention agencies describe match the teaming model 
they identified themselves as employing? 
3. What is the perceived satisfaction with the teaming model agencies identified as 
utilizing? 
4. Is the service delivery option (center-based, home-based, or combination) that 
agencies employ associated with the teaming model they utilize? 
5. What advantages and disadvantages do agencies identify in the teaming approach 
they use during their program planning process? 
6. What areas would the agencies like to change in their current teaming approach 
and how do they perceive these changes could best be achieved? 
Data obtained through this survey may provide valuable information regarding 
Kentucky's current system of early intervention. Identified practices can be judged 
against what is considered recommended practice to determine the status of Kentucky's 
early intervention services. The survey may also indicate areas in which agencies would 
like additional education and training. Considering the large number of children served 
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through Kentucky's early intervention agencies, it seems reasonable to believe that 
information obtained through this study could prove very beneficial in providing the best 
possible intervention service to Kentucky's children. 
Method 
Selection of Participants 
To obtain the sample of early intervention agencies that deliver intervention 
services within the state of Kentucky, the 1994 Kentucky Directory of early childhood 
programs and services (First Steps: Kentucky's Early Intervention System, 1994) was 
obtained. This directory of agencies contains the names of contact persons and the 
addresses of the intervention programs within the state. The directory was reviewed, and 
a listing of agencies providing services to children age birth to 3 years was developed. 
Procedures 
Questionnaire and questionnaire development A mail survey was chosen as the 
method to obtain the information from the intervention agencies. The mail survey was 
selected over other methods such as direct observation, personal interview, or phone 
interview because of the advantages of low cost and limited personnel. A mail survey 
would also provide access to persons that may otherwise be difficult to reach. 
Additionally, it allows respondents time to complete the survey at their own convenience, 
resulting in more thorough, well-thought out responses (Fowler, 1988). 
To ensure a well developed survey, a thorough review of the literature discussing 
the development and design as well as the steps to conducting a survey was completed. 
Information was reviewed on formulating appropriate questions, organizing and 
presenting the survey, and methods to insure the best response rate. Because research 
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suggests a higher response rate when respondents can remain anonymous (Fowler, 1988), 
the survey was developed so that no identifying information had to be provided. Ease of 
completion and convenience were also considered. The survey was developed so the 
majority of items could be responded by checking one of the provided choices. Multiple 
choice, or forced choice items, were utilized also for obvious advantages when analyzing 
the responses (Fink & Kosecoff, 1985). The actual presentation of the survey was 
another very important consideration. To avoid discouraging respondents with too many 
pages, the number was reduced to allow items from two standard 8 1/2 " by 11" pages to 
be placed on one sheet. Additionally, pages were duplicated using the front and back of 
the sheet of paper. This format allowed the survey to be presented on two sheets of 
paper, also important in minimizing duplicating and mailing costs. 
Mailing and processing procedures. The mailing procedures were based on 
recommendations by Fink and Kosecoff (1985), Dillman (1978), and Stark (1976). 
Participants were sent a packet containing a cover letter (see Appendix B), a 
questionnaire, and an addressed and stamped return envelope. Each questionnaire was 
coded with a number identifying the program so that respondents would not have to 
provide identifying information and confidentiality could be maintained. The code was 
also used to determine which programs did not return the questionnaire. Written at the 
bottom of the cover letter was a statement providing respondents the option to decline 
participation in the study. It stated that if they did not wish to participate, they could 
check the box and return the cover letter and unused survey. These respondents were not 
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sent a second survey. Also included at the bottom of the cover letter was a box which 
could be marked if the respondent wanted information regarding the results of the survey. 
In approximately 15 days from the date the initial packet was sent, a second 
packet was mailed to those agencies that had not responded. This packet contained a 
modified cover letter (see Appendix C), emphasizing the importance of the study and a 
high response rate, along with a second survey and addressed and stamped return 
envelope. All surveys that were received within 15 days of the second mailing were 
considered usable. 
Results 
Return Rate 
A return rate was calculated based upon the number of surveys mailed and the 
number returned within 15 days of the second mailing. Of a total of 65 agencies that 
were mailed surveys, 34 (52% return rate) were accounted for and 30 (46%) were 
considered usable. Only 4 surveys were unusable, two in which the respondents wished 
not to participate in the study and two returned undelivered. 
Description of Respondents and Respondents' Programs 
Participants were asked to list their title/position and identify their educational 
level. Content analysis was used, following procedures as described by Johnson and 
LaMontagne (1993), to group the participants' title/position into a codeable response. 
Responses were grouped into five positions: director or assistant director, program 
manager, teacher, coordinator, and early interventionist. The results of these items are 
presented in Table 1. The majority of the respondents appeared to be working in a 
coordinator's position with an educational level of at least a bachelor's degree. 
Respondents were also asked to identify their program's service.area (e.g., city, 
county, or district). Approximately 67% of the respondents identified themselves as 
providing services for a district area. Additionally, if respondents identified themselves 
as serving a district, they were asked to report how many counties were included within 
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Table 12 
Descriptive Statistics of Person Completing the Survey 
n % 
Position 
Director/Asst. Director 6 20.0 
Program Manager 4 13.3 
Teacher 4 13.3 
Coordinator 10 33.3 
Early Interventionist 6 20.0 
Education Level 
Associate's Degree 2 6.7 
Bachelor's Degree 13 43.3 
Master's Degree 9 30.0 
Specialist Degree 3 10.0 
Doctorate Degree 2 6.7 
Other 1 3.3 
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that district. The mean for numbers of counties included in their district was 12.4; 
however, this figure is rather misleading. The 12.4 average includes one outlier which 
inflated the average. The majority (58%) of programs reported serving 5 to 8 counties. 
When asked to describe the geographical location in which the programs' primary service 
recipients live, the majority (40%) of participants responded serving rural children. A 
more detailed breakdown of the program's service area and geographical location served 
is presented in Table 2. 
To gather information on the age of the populations served and the type of 
disabilities served, respondents were asked to estimate the number of children their 
program is able to serve and the number the program actually serves, and to rank order 
the disabilities served. Table 3 provides the results of the ranking. The majority of 
programs indicated that children with developmental delays were their primary service 
recipient, serving children at biological risk the second most, and children with 
environmental risk factors last. Table 4 displays data suggesting that the majority of 
programs (41%) are able to serve from 11 - 20 children age birth to 24 months; however, 
it appears that most (33%) actually serve between 1 -10. Similarly, approximately 41% 
of the programs that responded estimate they were able to serve between 11 - 20 twenty-
four to 36 month old children with the majority (33%) serving somewhere between 1 and 
10. While the survey was only investigating services to children birth to three, several of 
the early intervention agencies surveyed also served 36 to 60 month old children. 
Therefore, information was also gathered on this population. While the majority (48%) 
reported not serving this population, of those who reported they did, the highest 
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Table 12 
Descriptive Statistics of Surveyed Programs 
n % 
Program's Service Area 
City 1 3.3 
County 9 30.0 
District 20 66.7 
Geographical Location Served 
Urban 3 10.0 
Suburban 1 3.3 
Small Town 5 16.7 
Rural 12 40.0 
Urban and Suburban 1 3.3 
Small Town and Rural 3 10.0 
Suburban and Rural 1 3.3 
Combination of All 4 13.3 
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Table 12 
Ranking of Service Recipients Primarily Served 
Ranking of Primary Service Recipients3 
Type of Disability 1 2 3 
n % n % n % 
Developmentally Delayed 16 53.3 13 43.3 1 3.3 
Biological Risk 7 23.3 14 46.7 9 30.0 
Environmental Risk 7 23.3 2 6.7 20 66.7 
a
 The numbers 1, 2, and 3, indicate a ranking, with "1" representing the 
majority served and "3" representing the fewest served. 
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Table 12 
Percent of Children That Programs Are Able to Serve Versus the Number Thev Actually 
Serve 
Number of Children Able to Serve Actually Serve 
% % 
Birth to 24 months 
0 3.7 3.3 
I -10 25.9 33.3 
I I - 2 0 40.7 26.6 
21-50 25.9 26.5 
51-100 0.0 6.7 
100+ 3.7 3.3 
24 months to 36 months 
0 3.7 3.3 
I -10 22.2 33.3 
I I - 2 0 40.7 26.6 
21-50 25.9 26.5 
51-100 3.7 6.7 
100+ 3.7 3.3 
(continued) 
(Table 4, continued) 
36 to 60 months 
0 48.3 46.7 
1-10 6.8 11.0 
11-20 13.7 11.0 
21-50 17.1 23.2 
51-100 6.8 6.6 
100+ 6.8 3.3 
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percentage (17%) indicated they are able to serve from 21 to 50 children. Approximately 
23% reported they also actually serve from 21 to 50 children in the 36 to 60 month age 
group. 
Respondents were also asked to identify their program's method of service 
delivery (center-based, home-based, or a combination-center/home-based). The majority 
of programs (57%) were indicated to be operating under a combination method of service 
delivery (see Figure 1). Additionally participants were asked to identify the type of 
philosophical approach their program was based upon. An overwhelming amount (76%) 
indicated they used a developmental/learning philosophical approach over a Piagetian, 
Behavioral, or Montessori approach to the development of curricula, instructional 
methods, and view of the learning process (see Figure 2). 
The survey also asked respondents to indicate the sources from which referrals to 
the programs' point of entry are made. The percentages of disciplines that respondents 
indicated as referral sources are presented in Table 5. Based on this data, it appears that 
the majority of referrals come from the medical field (e.g., hospitals, clinics, private 
physicians), community screenings, parents, social services, and family resource centers. 
However, responses to the question "From which agency or service listed above does you 
point of entry team receive the majority of its referrals?" seem to reflect that the medical 
field makes the most referrals with percentages from hospitals, clinics, and physicians 
accounting for approximately 66% of the referrals (see Table 6). 
Also included in the survey were questions regarding the involvement of various 
disciplines. Table 7 presents the disciplines that respondents indicated were involved in 
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• Center-Based 
• Home-Based 
• Combination 
Figure 1. Methods of Service Delivery of Programs Completing 
the Survey. 
Piagetian 
Behavioral Montessori 
Developmental/Learning 
Other 
Philosophical Approaches 
Figure 2. Programs' Philosophical Approach to Child Development. 
Table 5 
Source of Referrals to Point of Entry Team 
Source % of Programs Receiving 
Referrals from Source 
Commission for Children 3.3 
Community Screenings 50.0 
Day Care Centers 33.3 
Evaluation Centers 16.7 
Friends 3.3 
Family Resource Centers 53.3 
First Steps Programs 16.7 
GED and Outreach Programs 3.3 
Health Clinics 80.0 
Home Health Agencies 3.3 
Hospitals 73.3 
Parents 96.7 
Private Physicians 83.3 
Public Schools 10.0 
Social Services 93.3 
43 
Table 12 
Agencies or Services That Programs Identified As Making the Majority of 
Referrals 
Source % of Respondents 
Identifying 
Community Screenings 3.3 
Hospitals 13.8 
Health Clinics 27.6 
Private Physicians 24.1 
Parents 13.8 
Family Resource Centers 3.4 
First Steps Programs 3.4 
Evaluation Centers 10.3 
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Table 12 
Disciplines Involved In the Program Planning Team and Disciplines Representing Core 
Team Members 
Disciplines Have Been Members Part of Core Team 
% of Programs % of Programs 
Audiologist 36.7 16.7 
Early Childhood Educator/Specialist 76.7 63.3 
Family Therapist 23.3 10.0 
Nurse 43.3 16.7 
Nutritionist 13.3 3.3 
Occupational Therapist 70.0 46.7 
Physical Therapist 66.7 53.3 
Speech Therapist 73.3 56.7 
Physician 30.0 10.0 
Psychologist 30.0 16.7 
Social Worker 53.3 13.3 
Indicated as "Others" on Survey: 
Developmental Interventionist 3.3 3.3 
HeadStart Representative 0.0 3.3 
KEIS Pt. of Entry Representative 3.3 0.0 
Parent 6.7 10.0 
Service Coordinator 10.0 10.0 
Teacher 3.3 3.3 
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the program planning team and represent a core member of the team. Early childhood 
educators/specialists (76.7%), occupational therapists (70%), physical therapists (66.7%), 
and speech therapists (73.3%) were most frequently identified as participating on the 
programming planning team. The disciplines most frequently identified as core members 
(e.g., members of every program planning team) were similarly: early childhood 
educator/specialist (63.3%), occupational therapist (46.7%), physical therapist (53.3%), 
and speech therapist {56.1%). While the early childhood educator/specialist was most 
frequently indicated by respondents as participating on the program planning team and as 
representing a core team member, their frequency of involvement is even higher. 
Referring back to Table 7, participants also identified developmental interventionists and 
teachers as being involved in the program planning process. These two disciplines fall 
under the early childhood educator/specialist category and were mostly likely indicated 
separately because of the differences in terminology that currently exist within early 
intervention programs. 
Because disciplines are not involved on the child's team but often assist indirectly 
through consultation, participants of the study were also asked to list other disciplines 
indirectly involved with their program. Responses were grouped into disciplines, and 
percentages were calculated as to the frequency respondents identified the disciplines as 
being indirectly involved. This information is presented in Table 8 and indicates that 
various therapists are frequently (52.6%) involved indirectly with programs. Disciplines 
included in the "Therapist" category include physical therapist, occupational therapist, 
and speech therapist. 
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Table 12 
Disciplines Indirectly Involved With Teams 
Disciplines % of Programs 
Crisis Intervention Team Member 5.3 
Commission for Handicapped Children Representative 10.5 
Hospital Employee 10.5 
Physician 26.3 
Psychologist 5.3 
Social Worker 21.1 
Teacher 21.1 
Therapist3 52.6 
3
 The therapist category includes such disciplines as physical therapy, 
occupational therapy, and speech therapy. 
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With the passage of P. L. 102-119 which required service coordination to be 
provided to children and families receiving services, members from the various 
disciplines involved with early intervention services typically serve in the role of service 
coordinator. Therefore, respondents were asked to identify disciplines that have served in 
the role of service coordinator and what discipline most frequently serves in the role. 
Results are shown in Table 9. The early childhood educator/specialist (79%), nurse 
(14%), physical therapist (21%), and the social worker (40%) were indicated to 
frequently serve as the primary service coordinator for children receiving services. 
However, the early childhood educator/specialist was clearly identified by respondents as 
most frequently serving in the role (76%). Approximately 24% of the respondents 
indicated other disciplines served the role of primary service coordinator. Responses 
included such people as school personnel, parents, and case workers from other agencies 
involved with the child and family. When analyzed through a Chi-square, respondents 
who had identified their program as employing a transdisciplinary teaming model more 
frequently indicated that "other professionals" served the role of primary service 
coordinator (disciplines not identified on the survey), X (2, N = 30) = 9.20, p < .05. 
Perception of Program Planning Team Model 
To answer the first research question, "What teaming model (multidisciplinary, 
interdisciplinary, or transdisciplinary) do early intervention agencies identify themselves 
as using during their program planning process," respondents were asked to indicate 
which model best describes the approach their team of professionals uses during the 
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Table 9 
Disciplines Involved in the Role of Primary Service Coordinator 
Have Served In Role Frequently Serve In Role 
Disciplines % of Programs % of Programs 
Audiologist 6.9 0.0 
Early Childhood Educator/Specialist 79.3 75.9 
Family Therapist 3.4 3.4 
Nurse 13.8 0.0 
Nutritionist 0.0 0.0 
Occupational Therapist 6.9 0.0 
Physical Therapist 20.7 0.0 
Physician 3.4 0.0 
Psychologist 6.9 0.0 
Social Worker 37.9 10.3 
Other 24.1 10.3 
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program planning process. As illustrated in Figure 3, approximately 47% of the 
respondents (n = 14) perceived their programs to be operating under the interdisciplinary 
teaming model during the program planning process. The transdisciplinary model was 
selected second most (22%), and multidisciplinary was chose by 17% of the respondents. 
Approximately 13% of respondents identified a different approach which in many cases 
they described as a combination of two of the described teaming models. 
Service Delivery Methods 
While respondents were asked what teaming model their programs utilize during 
the program planning process, it was questioned whether the respondents' terminology -
use was truly accurate. In order to verify the respondents' accuracy of the teaming model 
they identified their program as using, participants responded to eight multiple choice 
questions (hereafter referred to as "activity questions) that specifically described 
differential teaming practices corresponding to the three identified teaming models used 
for the program planning process. For example, one question assessed programs' method 
of assessment. Participants could respond in one of the following ways: (a) members of 
each discipline conduct separate, individual assessments with no communication between 
disciplines (indicative of a multidisciplinary teaming model); (b) members of each 
discipline conduct separate, individual assessments with some communication between 
disciplines (indicative of a interdisciplinary teaming model); or (c) members of each 
discipline conduct the assessment together with members of the child's family also 
involved in the assessment. In addition to investigating assessment practices during the 
program planning process, questions also examined teaming practices in the following 
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Other 
Teaming Models 
Figure 3. Perceived Teaming Models of Surveyed Programs. 
o 
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areas: parent participation, service plan development, service plan implementation, 
method of communication, members' attitude toward the team, professional development 
activities, and level of professional development. 
Table 10 presents how participants responded to the eight activity questions. This 
table indicates that the majority of programs are using transdisciplinary methods to 
service delivery with the exceptions of service plan implementation, members' attitude 
toward the team, and level of development. Approximately 73% of respondents indicated 
that they use practices described as interdisciplinary during the implementation of the 
child's service plan (e.g., team members implement their section of the child's IFSP and 
incorporate other sections where possible). Regarding the team members' attitude toward 
the team, there was a tie (both 35%) between participants selecting multidisciplinary and 
interdisciplinary teaming methods. The multidisciplinary response to this the members' 
attitude activity question was, "team members recognize the need, importance, and 
contributions for the other disciplines" while the interdisciplinary response was, "team 
members willingly, develop, share, and assume responsibility for providing services that 
are a part of the 'total service plan'." The transdisciplinary response was, "team members 
commit themselves to teaching, learning, and working together across disciplines to 
implement a unified service plan." Responses to the level of professional development of 
the disciplines involved in the team suggested that approximately half (50%) of the 
programs represented by the survey occurs at the multidisciplinary level (e.g., members 
share general information across disciplines). 
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Table 10 
Teaming Practices for Intervention Activities 
Teaming Models Employed 
Activity Multi Inter Trans 
% of Programs % of Programs % of Programs 
Assessment 10.0 37.9 51.7 
Parent Participation 7.1 14.3 78.6 
Service Plan Development 7.1 10.7 82.1 
Service Plan Implementation 11.5 73.1 15.4 
Method of Communication 33.3 18.5 48.1 
Members Attitude Toward Team 34.6 34.6 30.8 
Professional Development 11.1 25.9 63.0 
Level of Development 50.0 11.5 38.5 
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Responses were also sorted into 3 groups using the perceived teaming model 
question discussed earlier. Responses were analyzed to determine if participants were 
responding to items in the same manner that the model they perceived themselves to be 
operating under would respond. Table 11 contains this information. Results display 
much variance in response patterns for the group that perceived themselves to be 
operating under the multidisciplinary model. Also, it appeared that the group which 
identified itself as interdisciplinary actually operated closer to a transdisciplinary model 
for the activities examined by the survey as evident by the higher percentages in the 
transdisciplinary column. Respondents who identified themselves as operating under the 
transdisciplinary model during the program planning process appeared to operate the 
closest to their perceived model. However, the results of the Chi-square analysis 
indicated only one systematic relationship regarding the way the groups responded. It 
appeared that all participants who identified their program as following the 
transdisciplinary model responded to the method of communication question in a 
transdisciplinary manner, X (6, N = 30) = 15.83, p < .05. No other significant response 
patterns between the perceived teaming method groups were found. 
Perceived Satisfaction with Teaming Model 
To answer the third research question, What is the agencies' perceived satisfaction 
with the teaming model they identified as utilizing?" respondents were asked whether 
they believed their program's team approach provides the best possible service to the 
children and families they serve. Approximately 57% of the participants responded "yes" 
54 
Table 12 
Perceived Teaming Method Compared to Responses to Method of Service Delivery 
Responses To Activity Questions 
Activity Questions Multi Inter Trans 
n % n % n % 
Respondents Who Perceived Their Program To Be Using A Multidisciplinary Model® 
Assessment 1 20 3 60 1 20 
Parent Participation 0 0 2 40 3 60 
Service Plan Development 1 25 1 25 2 50 
Service Plan Implementation 1 20 4 80 0 0 
Method of Communication 3 60 1 20 1 20 
Members Attitude Toward Team 4 80 0 0 1 20 
Professional Development 0 0 3 60 2 40 
Level of Development 3 60 1 20 1 20 
Respondents Who Perceived Their Program To Be Using An Interdisciplinary Modelb 
Assessment 1 8 4 31 8 62 
Parent Participation 1 7 2 14 11 79 
Service Plan Development 0 0 1 8 12 92 
Service Plan Implementation 1 8 10 83 1 8 
Method of Communication 3 23 4 31 6 46 
Members Attitude Toward Team 2 17 6 50 4 33 
Professional Development 1 8 2 15 10 77 
Level of Development 7 58 2 17 3 25 
Respondents Who Perceived Their Program To Be Using A Transdisciplinary Model0 
Assessment 0 0 3 43 4 57 
Parent Participation 1 14 0 0 6 86 
Service Plan Development 0 0 1 14 6 86 
Service Plan Implementation 0 0 4 67 2 33 
(continued) 
(Table 11, continued) 
Method of Communication 0 0 0 0 6 100 
Members Attitude Toward Team 1 17 2 33 3 50 
Professional Development 0 0 1 20 4 80 
Level of Development 1 17 0 0 5 84 
a
 n = 5 
b n = 14 
c
 n = 7 
Note. While there were 30 overall respondents to the survey, at times respondents did 
not respond to a particular item or responded with an unusable response. This resulted in 
an N of less than 30 for some survey items. 
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to the item. The agencies' perceived teaming model did not appear to have an influence 
on this item (p > .05). 
Additionally, respondents were asked to indicate how effective they perceived 
their team's approach to be for the program planning process and how satisfied the 
respondents were with their teaming approach. Participants responded on a 4-point Likert 
scale with "1" indicating very effective/satisfied and "4" indicating very ineffective and 
not at all satisfied. Mean responses were calculated for both items, with the effectiveness 
item obtaining a mean of 2.14, with a standard deviation of .58 and a modal response of 
2. The satisfaction item obtained a mean of 2.17, with a standard deviation of .60 and a 
modal response of 2. The agencies' perceived teaming model, again, did not have an 
influence on the effectiveness or satisfaction the respondent felt (p > .05). 
Service Delivery Option 
The fourth research questions asks, "Is the service delivery option (center-based, 
home-based, or combination) that agencies employ associated with the teaming model 
they utilize?" To answer this question, responses were analyzed through a chi square. 
The results of this analysis indicated no significant deviations from random distribution 
were obtained using the type of team respondents perceived their program to be utilizing, 
X2(4, N = 30), p > .05. For a description of the service delivery option as differentiated 
by the programs' perceived team model, see Table 12. 
Advantages and Disadvantages of Teaming 
Another focus of this study was to identify specific advantages and disadvantages 
of teaming models as perceived by people in the field of early intervention. Respondents 
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Table 12 
Description of Service Delivery Options as Differentiated by Perceived 
Teaming Model 
Method n % of Programs 
Programs who perceived themselves as Multidisciplinary (n = 5) 
Center-Based 1 20 
Home-Based 2 40 
Combination 2 40 
Programs who perceived themselves as Interdisciplinary (n = 14) 
Center-Based 3 21 
Home-Based 3 21 
Combination 8 57 
Programs who perceived themselves as Transdisciplinary (n = 7) 
Center-Based 1 14 
Home-Based 0 0 
Combination 6 86 
Note. While there were 30 respondents to the survey, at times 
respondents did not respond to an item or responded with an unusable 
response, which resulted in an N of less than 30 for some survey items. 
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were asked to list the single greatest advantage and disadvantage of their current teaming 
approach. Content analysis was, again, used to group responses into similar categories. 
Table 13 lists these categories with the frequency and percentage that each were 
indicated. The two greatest advantages that respondents identified for the team approach 
were having a well trained staff (19%) and the exchange or sharing of information 
between disciplines (15%). The greatest disadvantage that respondents indicated in 
reference to the teaming approach was not having adequate time for meetings, staffmgs, 
and evaluations (26%). Also ranking high were difficulty in scheduling the various 
disciplines to meet together (22%) and inadequate number of professionals involved 
(22%). Responses were also examined to determine if individual teaming models were 
identified to have specific advantages or disadvantages through a Chi-square analysis. 
The results of the analysis indicated no significant patterns to the responses and the 
teaming model respondents identified themselves as using, X (14, N = 30), p > .05 for 
advantages and X2(8, N = 30), 
p > .05 for disadvantages. 
Program Improvement 
The final research question of this study was to identify areas that early 
intervention agencies would like to change in their current teaming approach and how 
they perceive these changes could best be achieved. Respondents were provided with six 
choices and additionally could list any others in a provided blank. Table 14 summarizes 
how the participants responded. Changes to their current assessment technique were 
indicated by approximately 48% of the respondents and changes in the amount of 
communication between team members closely followed with approximately 41% 
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Table 13 
Perceived Advantages and Disadvantages of Teaming 
Category n % of Programs 
Advantages 
Involvement of the Family 3 12 
Exchange/Sharing of Information 4 15 
Role Release 2 8 
Involvement of Multiple Disciplines 3 12 
Communication Between Disciplines 3 12 
Benefits Teaming Provides to Child/Family 2 8 
Having Well Trained Staff 5 19 
Other 4 15 
Disadvantages 
No/Lack of Communication 2 7 
Insufficient Time3 7 26 
Difficulty in Scheduling the Disciplines 6 22 
Inadequate Number of Professionals 6 22 
Other 6 22 
a
 For meetings, staffings, and evaluations 
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Table 14 
Areas That Programs Identified As Desiring A Change From Current 
Teaming Approach 
Areas % of Programs 
Assessment Technique 48.3 
Parent Participation 27.6 
Service Plan Development 13.8 
Service Plan Implementation 21.4 
Communication Between Members 41.4 
Staff Development 20.7 
Other 6.9 
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respondents choosing this option. When this item was analyzed through a Chi-square to 
determine if individual teaming models identified specific areas of change, a significantly 
higher percentage of respondents who perceived their program to be operating under a 
transdisciplinary teaming model indicated further staff development (e.g., training), X2 
(2, N = 30) = 6.32, p < .05. However, it should be noted that the actual number of 
respondents who indicated a need for further staff development was relatively small (4 
out of the 7 who identified their program as transdisciplinary). No other significant 
patterns between changes in teaming approach and teaming method were found. 
The second part to this research question was answered by having participants 
respond to the question "How could this change best be achieved?" Respondents were 
provided four choices: (a) further education (e.g., college coursework); (b) additional 
training (e.g., inservice); (c) better communication and more interaction between the 
disciplines involved; and (d) moving to a more integrated teaming approach (e.g., from an 
interdisciplinary model to a transdisciplinary model). Table 15 illustrates how 
participants responded. Two significant patterns were found through a Chi-square 
analysis. First, a higher percentage of respondents who identified their program as 
transdisciplinary also indicated they perceived the change could be achieved through 
further education, X2(2, N = 30) = 8.52, p < .05. Second, the same group that identified 
their program as transdisciplinary also perceived additional training would help in 
achieving the identified changes X2(2, N = 30) = 15.38, p < .05. However, as in the case 
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Table 15 
How Programs Perceive Changes In Their Teaming Approach Could Be 
Achieved 
Method % of Programs 
Further Education (e.g., college coursework) 17.2 
Additional Training (e.g., inservice) 34.5 
Better Communication/Improved Interaction 41.4 
Moving to a More Integrated Teaming Approach 55.2 
of the significant pattern in the changes that respondents would like to see in their current 
teaming approach, the number of respondents was fairly small (4 out of 7 on the further 
education item and 7 out of 7 on the additional training item). 
Discussion 
The purpose of this study was to determine the extent to which the 
transdisciplinary approach was being used in early intervention programs that serve 
infants and toddlers birth to three years old in the state of Kentucky. The overview 
discussed the evolvement of the teaming approach in early intervention and how the 
transdisciplinary teaming model is deemed the recommended practice over both the 
multidisciplinary and the interdisciplinary model of teaming. Also included in the 
overview was a brief discussion of the current state of early intervention regarding the 
services provided to the infant and toddler population and information about the number 
of infants and toddlers eligible for services in Kentucky. Based upon the number of 
children eligible for and currently being served through intervention services, it seems 
reasonable to assume that research providing information about how children are actually 
being served and areas of early intervention in Kentucky that may be improved upon 
would be greatly important. 
Results of this study are based upon a survey mailed to early intervention agencies 
in the state of Kentucky. The majority of respondents appeared to be working in a 
coordinator's position with an educational level of at least a bachelor's degree. A large 
percentage of the programs responding to the survey provided combination-center and 
home-based services for a district area, typically serving from 5 to 8 counties. Many of 
the programs' service recipients lived in rural areas in Kentucky. The majority of 
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programs indicated their primary service recipients were children with developmental 
delays. While the majority of programs indicated they were able to serve anywhere from 
11 to 20 infants and toddlers, most reported serving somewhere between 1 and 10. Of the 
programs that also served children between 36 and 60 months, the highest percentage 
indicated they typically served between 21 and 50 children in this age group. This 
information corresponds to the literature review which suggests that a smaller percentage 
of infants and toddlers are receiving intervention services as compared to the number of 
preschool children enrolled in programs. 
Over three-fourths of the respondents reported their program used a 
developmental/learning philosophical approach in providing services to children. The 
greater use of this approach appears consistent with the recommended practices 
emphasized by DEC, NAEYC, and other professionals in the field of early intervention 
who recommend developmentally appropriate practices. Respondents also indicated that 
the majority of referrals to their program's point of entry team come from the medical 
field (e.g., hospitals, clinics, and physicians), but community screenings, parents, social 
services, and family resource centers also received high percentages for referral sources. 
These results are not overly surprising, since these agencies and individuals are typically 
involved with young children. 
There appeared to be a general trend with the types of disciplines involved in the 
surveyed programs' assessment team. Early childhood educators/specialists, speech 
therapists, occupational therapists, and physical therapists were most frequently identified 
as participating on the programming planning team. These same disciplines were also 
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indicated most frequently as core members of the program planning team and, with the 
exception of the early childhood educator/specialist, were reported most frequently as 
providing indirect services to the programs' children (e.g., consultation). However, the 
early childhood educator/specialist was indicated to most often serve the role of primary 
service coordinator. Programs identifying themselves as transdisciplinary were found to 
more frequently indicate that "other professionals," besides those identified in the survey, 
also served in the role of primary service coordinator. These other professionals included 
such people as school personnel, parents, and case workers from other agencies involved 
with the child and family. This response pattern may be indicative of the 
transdisciplinary model's flexibility and willingness to adjust to the particular needs of 
the child and family, as well as the model's emphasis on role release between disciplines. 
Programs' Teaming Models 
Perceived Teaming Models. The results of this study seem to indicate that a 
higher percentage (47%) of early intervention programs in Kentucky perceive themselves 
tc be operating under an interdisciplinary teaming model, as compared to either the 
multidisciplinary (17%) or transdisciplinary model (22%). With the current literature 
espousing how the transdisciplinary model is the "best practice" and learned societies 
such as DEC and NAEYC advocating it as a recommended practice, it seems very 
surprising that more programs did not identify themselves as utilizing the 
transdisciplinary model. Possible explanations for these results will be discussed in the 
latter part of the following section. 
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Actual Teaming Practices. In addition to just asking respondents what teaming 
model they perceived their program to be operating under, there were eight multiple 
choice activity questions included in the survey that specifically described teaming 
practices during the program planning process. The items were included to help 
determine if the respondents' terminology-use was accurate and/or to determine what 
teaming model programs are truly utilizing (see Table 11). It was assumed that by 
separating the participants' responses into three groups, differentiated by the type of 
model they reported to be using (multidisciplinary, interdisciplinary, or transdisciplinary), 
that a pattern would exist. For example, respondents who identified their teaming model 
as multidisciplinary were expected to answer the eight activity questions in a 
"multidisciplinary way"; that is to say, one would expect respondents to choose to a 
greater extent responses corresponding to the teaming model they identified their program 
as using. However, these expected results did not emerge for all groups. Results 
revealed that, overall (as a group), programs who were identified as multidisciplinary did 
not consistently operate under the multidisciplinary model. Some methods of service 
delivery were multidisciplinary, but some were also interdisciplinary and 
transdisciplinary. Likewise, overall programs who were identified as interdisciplinary did 
not consistently operate under the interdisciplinary model. However, instead of the 
variance the multidisciplinary group of programs displayed, interdisciplinary programs 
appeared to operate much closer to a transdisciplinary model during their program 
planning activities. The transdisciplinary group was the only group that the majority of 
participants appeared to respond with transdisciplinary responses to the activity 
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questions. However, the Chi-square analyses did not indicate this response pattern to be 
significant, (p > .05). 
With the above information in mind, the phenomenon in which the majority of 
respondents identified their programs as interdisciplinary will now be discussed. One 
possible explanation for this occurrence is that respondents did not fully understand the 
teaming model terminology and therefore "mis-identified" their program. Another 
explanation, which credits the respondents somewhat more, revolves around the response 
patterns explained in the previous paragraph. It may have been that because their 
program was not fully/completely operating under one specific model, respondents chose 
the less integrated teaming model to identify their program. For example, because a 
respondent knew there were some components of their program planning process that 
were at the interdisciplinary model stage (e.g., service plan implementation) and others at 
the multidisciplinary model stage, that respondent chose to identify their program as 
interdisciplinary and not transdisciplinary. In a sense, it could have been that the some 
respondents felt it misleading to identify themselves as transdisciplinary when they knew 
that for some components they operated in an interdisciplinary fashion. Using a chain 
analogy, they may have identified themselves by their weakest link. 
A third explanation of why the majority of respondents identified their programs 
as interdisciplinary is somewhat related to the explanation discussed above. It may have 
been that several programs were currently in transition. For example, the program's 
teaming practices may have been undergoing a change from an interdisciplinary model to 
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a transdisciplinary model, however the program had not yet fully implemented the new 
model. 
Again, referring back to the differentiation of respondents into groups based upon 
their perceived teaming methods, a Chi-square analysis did find that all of the participants 
identifying their programs as transdisciplinary responded to the survey item regarding 
their method of communication between the involved disciplines in a transdisciplinary 
manner. That is to say, they all indicated their programs' team members hold regular 
meetings to discuss a particular child and have a continuous exchange of information (in 
written and/or verbal form) regarding the progress of a child. This response pattern 
offers some validity to the fact that programs perceiving themselves to be 
transdisciplinary are operating in a transdisciplinary fashion and may reflect that those 
programs have a better understanding of team models and what being called a 
transdisciplinary team really means. 
Respondents' Satisfaction with their Teaming Approach 
Overall, respondents believed their current teaming approach provided the best 
possible service to the children and families their programs serve. However, survey 
items examining perceived effectiveness and overall satisfaction of the respondents with 
the programs' teaming model did not reflect overwhelmingly strong feelings with mean 
responses of 2.14 and 2.17, respectively, on a 4-point Likert scale where "1" represented 
"very effective/satisfied" and "4" represented "very ineffective/not at all
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Service Delivery Option 
Although the majority of programs surveyed indicated a combination-center and 
home-based delivery of services, statistical analysis did not find a significant pattern 
between the programs' perceived teaming model and programs' service delivery option. 
A review of the research regarding early intervention services, likewise, had not indicated 
any patterns between programs' methods of service delivery and teaming models 
employed. Additionally, given that many respondents did not accurately describe their 
programs teaming model, the results of any comparisons to programs' perceived teaming 
model is questionable. 
Perceived Advantages and Disadvantages of Teaming Models 
While it might have been expected that respondents' reporting different teaming 
approaches may have identified different advantages and disadvantages, similar to the 
ones teaming model literature suggests, no significant patterns were found between the 
groups. The lack of patterns may have been the result of respondents incorrectly 
identifying their program and/or programs operating under different teaming models for 
different components of their service delivery. Overall, however, there seemed to be 
some consensus of the advantages and disadvantages of teaming. The two advantages 
most frequently identified were having well trained staff and the exchange or sharing of 
information. These identified advantages appear consistent with research on the teaming 
approach and the rationale for employing teams in early invention services which 
suggests that teaming and teamwork between disciplines is the best approach to service 
delivery (Bagnato & Neisworth, 1991; Linder, 1991; McCormick & Goldman, 1979; 
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McGonigel & Garland, 1988; McGonigel, Woodruff, & Roszmann-Millican, 1994; 
Woodruff & McGonigel, 1988). The most frequently identified disadvantage was not 
having adequate time for meetings, staffings, and evaluations which is not overly 
surprising when considering the number of children receiving intervention services and 
the busy schedules of the professionals involved. 
Areas Identified for Improvement 
Overall, respondents were asked to indicate areas they would like to change in 
their teaming approach. Changes to the current assessment technique and in the amount 
of communication between disciplines were most frequently indicated. These results 
seem to suggest that respondents may desire to move to a more integrated approach (e.g., 
moving from the interdisciplinary to the transdisciplinary model). When asked how the 
indicated changes could best be achieved, that is exactly what respondents indicated. 
Approximately 55% of the respondents reported that moving to a more integrated 
teaming approach would be the best way to improve their program. Interestingly though, 
those teams who identified themselves as transdisciplinary indicated that further 
education and additional training could best improve the identified areas needing change 
(p < .05). And to a degree this indication makes perfect sense. Results did suggest that 
this group was operating more frequently in a transdisciplinary approach for the activities 
identified, although not to a significant degree. Further, if the respondents' perceived 
their programs to be operating at the transdisciplinary level, one of the most integrated 
teaming approaches, then they most likely would not indicate to move to a more 
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integrated level, but instead indicate further education and training to improve their 
practices at that level. 
Limitations of the Study 
When considering the generalizability of this study there are a few factors to 
consider. This study is limited by the response rate. Information presented in this study 
is based upon only 46% of the early intervention programs in Kentucky; therefore over 
half of the programs are not represented, which leaves the representativeness of this study 
questionable. Another important factor is that the results are based upon a mailed survey. 
One always has to consider the reliability of survey items. Do the respondents fully 
understand the researchers intent with the questions? Is the variance in the responses due 
to something real or to the respondents perceiving the questions differently. Precautions 
were taken in an attempt to obtain a valid instrument. Content validity was assessed by 
educators and professionals in the field (e.g., early intervention, teacher education, 
psychology, and speech and language) reviewing and critiquing the questionnaire. 
Modifications were made based upon these reviews. Other variables that often influence 
validity were also addressed, such as emphasizing the importance of the study and how it 
affects the respondent and allowing anonymity to the respondents and programs 
participating in the study. Also, differences in the results may be due to the involvement 
and direct knowledge of the programs' teaming practices. Because several of the 
respondents were in administrative positions, their perceptions of their program planning 
process and the members of the program's core team may be very different. Additionally, 
results may be somewhat skewed because much of the analysis was based upon the 
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respondents' perceptions of the teaming model their program operates under, and as 
Table 11 indicated, many respondents incorrectly identified their programs' teaming 
approach. 
Further Research and Implications 
While the results of this study are believed to provide some very valuable 
information regarding Kentucky's early intervention services and their utilization of 
teaming models, further research is needed to expand and clarify these results. 
Modifications to this survey's methodology may provide more reliable information and a 
higher response rate. Changes may include designating a member of the core team to 
complete the questionnaire or having a variety of respondents from each program 
complete the questionnaire. It may also be useful to assess the reliability of the survey 
items through some form of statistical analysis. Response rate may be improved by 
mailing at a different time of year, possibly in the Fall or early Spring, when early 
intervention agencies may not be as busy. Additionally, it would be interesting to design 
a follow-up study to be performed in the near future to determine if the discrepancy 
between preschool services and infant/toddler services continues and how teaming 
practices change as programs become more comfortable with early intervention teaming. 
Overall, these results suggest that Kentucky's early intervention programs are not 
fully utilizing the transdisciplinary teaming model in their service delivery. Responses 
indicated that many participants desired changes in their programs' current teaming 
practices, especially in the areas of assessment and communication between the involved 
disciplines. Most perceived these changes could best be achieved by moving to a more 
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integrated approach such as the transdisciplinary model. Further education and training 
were also indicated to be important in achieving the desired changes. Hopefully, 
information from this study will assist in the improvement of Kentucky's programs so 
that our children can have the support they need to fully succeed. 
Appendix A 
Survey 
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SURVEY OF EARLY CHILDHOOD INTERVENTION AGENCIES 
I DEMOGRAPHIC INFORMATION 
Title/Position of Person Completing Survey: 
Profession (if different than above): 
Educational Level (check all that apply): 
Bachelor's Degree, Area of Study 
Master's Degree, Area of Study 
Specialist Degree, Area of Study 
Doctorate, Area of Study 
Other, Please specify 
II. POPULATION SERVED 
Which of the following best describes your program's service area: 
City 
_ _ _ _ _ County 
District. How many counties? 
Which of the following best describes the geographical location in which your 
program's primary service recipients live: 
urban 
suburban 
smalltown 
rural 
Please estimate the maximum number of children that you are able to service in 
each of the following age levels: 
birth to 24 months 
24 to 36 months 
36 to 60 months 
Please estimate the number of children served per year in each of the following age 
levels: 
birth to 24 months 
24 to 36 months 
36 to 60 months 
Which of the following best describe the children and families served by your 
program? Please rank order with "1" representing the majority served and "3" 
representing the fewest served. 
developmentally delayed (e.g., in one or more of the five 
developmental domains: cognition, adaptive behavior, social-
emotional development, communication, and motor development) 
biological risk (e.g., physical disabilities, sensory impairments, 
Down's syndrome) 
environmental risk (e g., poverty) 
Survey No 
From which of the following are referrals to your agency's point of entry team made? 
(Please check all that apply) 
community screenings 
hospital 
health clinics 
private physicians 
social services 
parents 
day care centers 
family resource centers 
other, please specify 
From which agency or service listed above does your point of entry team receive the 
majority of its referrals? 
What percent would you estimate? 
P R O G R A M DESCRIPTION 
Center-Based _ H o m e - B a s e d Combinat ion. Center/Home-Based 
What philosophical approach best categorizes your program regarding the 
development of curricula, instructional methods, role of the teacher, and view of the 
child's learning process? 
Plagotian 
Behavioral 
Montessori 
Developmental/Learning 
Other, please specify 
P R O G R A M P U N N I N G TEAM DESCRIPTION 
Please refer to the following key in responding to items regarding team models. 
Multidisciplinary Team - professionals perform their respective tasks 
independently; while all the professionals work with the same child, each assesses 
individually and then develops and implements their own intervention activities. 
Interdisciplinary Team - professionals perform their assessments independently, 
but share information between the various disciplines involved; team members meet 
as a group to discuss the results of their Individual assessments and then plan the 
child's service program together. 
Transdisciplinary Team - professionals from different disciplines share not only 
Information, but roles; assessments, as well as program development and 
implementation are carried out together, interactively; members exchange 
information, knowledge, and skills so that one person, together with the family, 
accepts responsibility for carrying out the early intervention plan. 
Which one model best describes the approach your team of professionals use to 
assess a child during the program planning process? 
multidisciplinary approach 
interdisciplinary approach 
transdisciplinary approach 
other, please specify 
What are the mission and goals of the team? 
What disciplines are represented on your program planning team? Please check 
those disciplines which currently are and/or have been members of your team used 
during the program planning process. In the second column, please check only 
those disciplines which are "core" members (e.g., disciplines that participate as 
members of every program planning team). 
DISCIPLINE O N 
ASSESSMENT 
T E A M 
PART OF CORE 
T E A M 
AUDIOLOGIST 
EARLY CHILDHOOD 
EDUCATOR/SPECIALIST 
FAMILY THERAPIST 
NURSE 
NUTRITIONIST 
OCCUPATIONAL 
THERAPIST 
PHYSICAL THERAPIST 
SPEECH THERAPIST 
PHYSICIAN 
PSYCHOLOGIST 
SOCIAL WORKER 
OTHERS (PLEASE LIST): 
Are there other disciplines that may be indirectly involved, possibly serving as 
consultants by providing information, yet do not actually participate in any of the 
assessment procedures or team meetings? 
Yes 
No 
If yes, then who and in what role? 
Which of the following best describes how a child is assessed during the program 
planning process? 
members of each discipline conduct assessment together with 
members of the child's family also involved in the assessment 
members of each discipline conduct separate, individual 
assessments with no communcation between disciplines 
members of each discipline conduct separate, individual 
assessments with some communication between disciplines 
Survey No 
Are the parents and/or family active contributors to the program planning process'5 
Yes 
No 
If yes, then in what role? 
by providing background and information regarding the 
child and assisting in the development of the child's 
outcomes 
by providing background and information regarding the 
child, serving as an active member during the actual 
assessment, and assisting in the development of the 
child's outcomes 
by providing background and information regarding the 
child to the professional team members 
other, please specify 
How are the outcome statements for the child's individualized education plan or 
individualized family service plan (IFSP) developed? 
professionals share their separate plans with one another 
professionals and family members develop service plan together 
_ _ _ professionals develop separate plans for their discipline 
Which professional most frequently fulfills the role of the primary service 
coordinator? 
Audiologist 
Early Childhood Educator/Specialist 
Family Therapist 
Nurse 
Nutritionist 
Occupational Therapist 
Physical Therapist 
Speech Therapist 
Physician 
Psychologist 
Social Worker 
Other, please specify 
What disciplines have served in the role of primary service coordinator? 
(Mark all that apply) 
Audiologist 
Early Childhood Educator/Specialist 
Family Therapist 
Nurse 
Nutritionist 
Occupational Therapist 
Physical Therapist 
Speech Therapist 
Physician 
Psychologist 
Social Worker 
Other, please specify 
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Who actually implements the service plan? 
team members implement their section of the plan and 
incorporate other sections where possible 
individual team members implement the part of the service plan 
related to their own discipline 
A primary service provider Is assigned to implement the plan 
with the family 
Which one of the following best describes your team's typical style of 
communication? 
team members hold periodic, planned meetings specifically for 
discussion of a particular child 
team members hold regular meetings to discuss a particular 
child and have a continuous exchange of information, in written 
and/or verbal form, regarding the progress of the child 
team members rely on an informal exchange of information in 
written and/or verbal form 
Which one statement most accurately represents your team members' attitude 
toward the other disciplines involved in the program planning process? 
team members commit themselves to teaching, learning, and 
working together across disciplines to implement a unified 
service plan 
team members willingly develop, share, and assume 
responsibility for providing services that are a part of the "total 
service plan" 
team members recognize the need, importance, and 
contributions from the other disciplines 
How do members of your team further their professional knowledge and 
development? 
independently and only within their own discipline 
independently, both within and outside of their discipline 
independently, as well as through team meetings and working 
concomitantly with other disciplines through assessments 
Which statement best describes the level of professional development occurring 
between members of the team as a result of working together with the other 
disciplines? 
members share general information across disciplines 
members are teaching each other to perform specific tasks 
outsid? of their own discipline and allowing the other disciplines 
to perform these tasks during the assessment 
_ _ _ members are teaching each other to make specific judgments 
and interpretations outside of their own discipline 
P E R C E I V E D SATISFACTION 
Do you believe your program planning team approach provides the best possible 
service to the children and families your agency serves? 
Yes 
No 
Survey No 
Please indicate how effective you perceive your team's approach for the program 
planning process: 
Very Effective Very Ineffective 
1 2 3 ~4 
Please indicate how satisfied you are with your team's approach for the program 
planning process: 
Very Satisfied Not At All Satisfied 
. _ . _ - _ 
What do you perceive to be the single greatest advantage of your current teaming 
approach? 
What do you perceive to be the single greatest disadvantage of your current 
teaming approach? 
In what area(s) would you like to change your current teaming approach? 
the assessment technique (e.g., by possibly moving from 
separate assessments to an arena assessment) 
parent participation 
service plan development 
service plan implementation 
communication between disciplines/team members 
staff development 
other, please specify 
How could this change best be achieved? 
further education (e.g., college coursework) 
additional training (e.g., inservice) 
better communication and more interaction between disciplines 
' moving to a more Integrated teaming approach (e.g., from 
multidisciplinary to Interdisciplinary'or Interdisciplinary to 
transdisciplinary) 
What other changes, if any, would you like to see in your program planning team's 
approach? 
THANK YOU FOR YOUR PARTICIPATION IN THIS STUDY! 
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Survey No. 
Department of Psychology 
502-745-2695 
WESTERN 
KENTUCKY 
UNIVERSITY 
Western Kentucky University 
1 Big Red Way 
Bowling Green. KY 42101-3576 
May 08, 1995 
Dear Early Intervention Professional: 
Recently there have been many changes within the field of early intervention. Federal legislation such as 
Public Law 99-457 and Kentucky^ adoption of this legislation have been the driving force behind these 
changes. As you are probably aware, it is now required that assessments and program plans be developed by 
professionals from multiple disciplines with the involvement of the child& family. While federal legislation 
specifically states that these procedures are to be carried out by multiple disciplines working in a team 
approach, it does not specify in what manner that "team" is to function. Consequently, professionals in the 
field of early intervention have been investigating the team approach. 
Presently, research has identified three main models that describe how professionals serving as team members 
are involved and function: multidisciplinary, interdisciplinary, and transdisciplinary. However, there is little 
research to date investigating which approach early intervention agencies employ. As a graduate student in 
the School Psychology Program at Western Kentucky University, my specialist project involves surveying early 
intervention agencies in the state of Kentucky. My purpose is to investigate what teaming approach is 
currently being utilized by this stated early intervention programs during the "program planning process." By 
this terminology, I am referring to the point in the intervention process, after the child has been found eligible 
for services. Specifically, this is when the team assesses to determine the child and familyk current needs 
and develops or updates a specific intervention plan targeting these needs. 
I would greatly appreciate you taking time to complete the enclosed survey. If you feel there may be 
someone else within your agency, possibly a member of your program planning assessment team, better 
qualified to complete the survey, then please forward the survey to that person. I estimate that the survey 
should take approximately 15 minutes to complete. Participation in this study is voluntary and the information 
provided will be kept confidential. Neither the person completing the survey, nor the agency it describes will 
be identified, with only group results reported. By completing and returning the survey you would indicate 
your consent to take part in this study. There are no anticipated discomforts or risks related to your 
involvement. To participate, you need only to complete and return this letter and the attached survey in the 
enclosed, stamped envelope. If you choose not to participate, please check the statement below and return 
with the survey. Additionally, if you would like information regarding the results of the study, please check 
the appropriate statement printed below. If you have any questions, please feel free to contact me. Please 
complete and return the survey by May 23, 1995. Thank you for your time and participation. 
Sincerely, 
School Psychology Graduate Student 
Psychology Department 
(502) 6 8 5 - 3 1 6 1 (work) 
(502) 6 8 3 - 1 4 7 9 (home) 
Psychology Department 
(502) 745 - 4414 (work) 
I am interested in obtaining information on the results of this study. 
I choose not to participate in this study. 
The Spirit Makes the Master 
Appendix C 
Second Mailing Cover Letter 
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Survey No. 
Depar tment of Psychology 
502-745-2695 
WESTERN 
KENTUCKY 
UNIVERSITY 
Western Kentucky University 
1 Big Red Way 
Bowling Green, KY 42101-3576 
May 26 , 1995 
Dear Early Intervention Professional: 
About t w o weeks ago I wrote to you seeking information about your agency's teaming approach during the 
program planning process. As of today, I have not yet received your completed questionnaire. If you have 
recently completed and returned it, please accept my sincere thanks. If not, I am writing to you again to urge 
that you please do so. 
Legislation such as Public Law 99 -457 has created many changes in the field of early childhood intervention. 
One very significant change is the requirement that assessments and program plans be developed by 
professionals from multiple disciplines with the involvement of the child's family. Research has identified 
three main models that describe how professionals serving as team members are involved and function: 
multidisciplinary, interdisciplinary, and transdisciplinary. However, there has been little research investigating 
which approach early intervention agencies most frequently employ as their method of service provision. The 
purpose for this study is to determine what teaming approach is currently being utilized in Kentucky's early 
childhood intervention agencies during this program planning process -- when the team assesses to determine 
the child and family's current needs and develops or updates a specific intervention plan targeting these 
needs. 
Because of the relatively small sample size, it is very important that every agency complete and return their 
questionnaire. As I mentioned in my last letter, the survey should take approximately 15 minutes to complete. 
Information provided will be kept confidential and neither the person completing the survey, nor the agency it 
describes will be identified. By completing and returning the survey you would indicate your consent to take 
part in this study. There are no anticipated discomforts or risks related to your involvement. If you feel there 
may be someone more qualified to complete the survey, then please forward the survey to that person. If you 
choose not to participate, please check the statement below and return with the survey. Additionally, if you 
would like information regarding the results of the study, please check the appropriate statement printed 
below. 
In the event that your questionnaire has been misplaced, a replacement is enclosed. Your cooperation is 
greatly appreciated. Thank you for your time. 
Sincerely, 
School Psychology Graduate Student 
Psychology Department 
(502) 6 8 5 - 3 1 6 1 (work) 
(502) 6 8 3 - 1 4 7 9 (home) 
Psychology Department 
(502) 7 4 5 - 4 4 1 4 (work) 
I am interested in obtaining information on the results of this study. 
I choose not to participate in this study. 
The Spirit Makes the Master 
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